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Harbin, China; and Boston, MassachusettsA 60-year-old man was transferred to the cathe-
terization laboratory after a witnessed ventricular
ﬁbrillation arrest. The electrocardiogram wasFigure 1. Electrocardiogram
An electrocardiogram on admission showed ST-segment elevation in leads II, III, aVF, and V6 (red arrows) with reciprocal ST-segment
depression in leads V1 to V4 and aVL.remarkable for ST-segment elevations in leads
II, III, aVF, and V6, with reciprocal ST-segment
depression in leads V1 to V4 and aVL (Fig. 1). The
coronary angiogram showed total occlusion of the
distal right coronary artery (RCA) (Fig. 2A, whiteFrom the *Department of Cardiology, the 2nd Afﬁliated Hospital of
Harbin Medical University, the Key Laboratory of Myocardial Ischemia,
Chinese Ministry of Education, Harbin, China; and the yCardiology
Division, Massachusetts General Hospital, Harvard Medical School,
Boston, Massachusetts. Dr. Jia has received a grant from the National
Natural Science Foundation of China (grant contract number:arrow). Following aspiration thrombectomy, an-
terograde ﬂow was restored (Fig. 2B), and optical
coherence tomography (OCT) imaging showednonobstructive plaque with residual white (platelet-
rich) thrombus (Fig. 2C, white arrows) overlying a
ﬁbrocalciﬁc plaque. There was no evidence of
plaque rupture. Low-pressure balloon angioplasty
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Figure 2. Coronary Angiography and OCT
(A) Coronary angiogram revealed total occlusion of the distal right coronary artery (white arrow). (B) Anterograde ﬂow was restored after successful aspiration
thrombectomy. No severe residual stenosis was shown on the angiogram. (C) Optical coherence tomography (OCT) image after thrombectomy demonstrated white
thrombus (white arrows) overlying a ﬁbrocalciﬁc plaque. (D) Repeat OCT imaging immediately after low-pressure balloon angioplasty with intracoronary adminis-
tration of abciximab demonstrated a smooth luminal surface without evidence of plaque rupture. (C and D) The asterisk indicates a guidewire artifact.
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e64of abciximab. Repeat OCT imaging demonstrated a smooth
luminal surface without evidence of plaque rupture
(Fig. 2D). Plaque erosion was suspected. The patient was
treated with aspirin, clopidogrel, and high-dose atorvastatin.
His hypercoagulation work-up was negative. His stress test at
3 months was negative for ischemia, and the patient remained
asymptomatic at 6-month follow-up.
Acute coronary syndrome (ACS) is caused by 3 different
underlying mechanisms, including plaque rupture, plaque
erosion, and calciﬁc nodules (1,2). Plaque erosions are res-
ponsible for one-third of patients experiencing sudden cardiac
death (3). Despite the different pathophysiology, patients
with ACS are uniformly treated with stenting in current
clinical practice. This case demonstrates that differentiation of
different underlying mechanisms has become possible with
OCT. Given the minimal disruption to the vessel wall, the
relatively preserved underlying vascular structure, and the
relatively large lumen (2,4), it is possible that effective
antithrombotic therapy, by promoting thrombus resolution
and preventing further thrombus formation, will allow for
healing of the eroded surface and abrogating the need for
stenting.Reprint requests and correspondence: Dr. Ik-Kyung Jang,
Massachusetts General Hospital, Cardiology Division, 55 Fruit
Street GRB 800, Boston, Massachusetts 02114. E-mail: ijang@
partners.org.REFERENCES
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